What do we expect from a good clinical educator? For anyone who thinks back to an inspiring (clinical) teacher, the answer to this question is likely to involve gentleness, skill, interest in the learner and, importantly, the habit of investing time and effort in teaching. This is in line with what Gibson and colleagues found in their review of research on clinical educators' skills and qualities in allied health, published in this issue. 1 The authors identify seven themes in educators' skills and qualities and, importantly, highlight the overarching concept of taking time to perform the clinical educator role. These results resonate with comparable reviews in other domains, such as postgraduate medical education (PGME). [2] [3] [4] Gibson and colleagues state that we have now reached a point at which we are well informed about learners ' Moreover, new perspectives on feedback suggest the importance of a longitudinal educational alliance between the resident and supervisor in which the resident likes and values the supervisor, and both agree on learning goals and the ways these can be achieved. 11, 12 In this, feedback is part of an ongoing dialogue. Other research adds the power of the bidirectionality of direct observation, meaning that the resident alternately observes and is observed by the supervisor;
13 the resident and supervisor give one another feedback and both learn while working together.
14 In essence, this literature on direct observation and feedback points to conditions for constructive educational situations that align with what we know about being a good clinical educator. 1, 3 In this, the investing of time and effort is clearly a basic prerequisite. Now that we have identified these conditions for constructive direct observation and feedback, the next question concerns when they are met in the workplace. The literature provides us with a clue. Watling and colleagues, in an interview study amongst residents from a number of medical specialties, found that Some competencies are less observed and receive less attention; we suggest calling these 'orphaned competencies'
One might argue that, in competency-based medical education, attention to all competencies is ensured. 15 In PGME settings many competencies are observed in different ways and with different tools, such as the mini-clinical examination. However, currently, these observations are typically shaped as uni-directional, brief assessments of learning, often performed by different observers. 16, 17 This practice conflicts with the aforementioned conditions for constructive direct observation and feedback, which makes its value for learning questionable. This brings us to the conclusion that, if we want to be good clinical educators with regard to all competencies, including the orphaned ones, we have to find new ways to ensure constructive direct observation and feedback for all competencies.
If we want to be good clinical educators in all competencies, including the orphaned ones, we have to find new ways to ensure constructive direct observation and feedback
Recent research provides us with examples of such new ways. Voyer and colleagues 18 investigated the delivery of feedback through extensive direct observation sessions of a few hours every 2 or 3 months, within a prolonged training relationship and devoid of summative assessment. First-year internal residents were observed while performing usual clinical duties on typical internal medicine inpatient rotations. Residents valued the direct observation of their dayto-day work, which comprised many different activities that normally were not supervised. 18 In general practice training, supervisors were found to initiate weekly bidirectional direct observation sessions of 1-2 hours, in which they observed and demonstrated a broad spectrum of activities and competencies.
14 Importantly, in both examples, the educational effort was not focused on any particular activity or competency but on the whole performance as a doctor. In this, many competencies became visible.
14,18
The educational effort was not focused on any particular activity or competency but on the whole performance as a doctor It was once common in various academic fields to assume that individuals possess certain fundamental abilities or intuitions (e.g. the assumption of rationality in the fields of economics and social sciences). 1 However, the past half-century has overseen a transition towards a different model of human cognition, one which acknowledges the human brain as complex machinery that is vulnerable to systematic errors. The pioneers of this paradigm shift, Daniel Kahneman and Amos Tversky, attributed this to the coexistence of two processing mechanisms. 2 They described the first, aptly named System 1, as the fast, automatic, intuitive, unconscious approach and the second (System 2) as the slower, more deliberate, analytical and conscious mode. The purpose of this categorisation was not to assign a hierarchy, but rather to acknowledge that both systems have their respective pros and cons depending on the task. System 1 is efficient but more error-prone. System 2 is more thorough but requires greater resources and quickly drains our
